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U.S. Marine Corps Children, Youth & Teen Programs (CYTP) Health Assessment

Privacy Act Statemwenl:

AUTHORITY: MU SC 5015 108 C, § 521, and Manne Corps Oraer 1710305 PRINCIPAL PURPOSE: This System of Records s govanned by Privacy Act Sysiem
of Records Nabee NMD1784-3 which can be dovmioaded ol htp:dpclo delense gowpnvacy! SORMNs/ compenant/navy/NMO1 7 54-3 hml, Infarmation prowded i used by USMC
personnel o {1) venly child reguired immunisations per adrmisseon reguanements, [2)e vsed by the Indugion Actan Team Lo dataTune recessary and appropnabe
accommodabeng n CY TP acinetigs, | [1) execube emergency medical procedure for crromt Enassesicongibens (4] refer child for nnollment in Excepticnal Family Memoer
Program, and (5] deterning of 21 ume of errcliment chvid 5 physcally 4 1o partoipate in USME CYTP pregrams. ROUTINE USES: In additon 10 thase digziosures geneally
perrmitted under 5 U 3.0 552a00) of te Privacy Act of 1874 10 vanous oficals outsde the Depatment of Defetse (DoD] specificaly stantfied i Privecy Act System of Records
rohice MRO 1S540 and pursean? fo the arket roating ukes sstaciihed by Dol ihat apply 12 81 DoD Privacy Act 5:.!5.1!!‘“‘: of Records and posted at hp iperiacy oalenge, gov'
plankel_utes shtrl DISCLOSURE: mforration i woluntasy. however, if infarmat en o nol provded. ingnicuals may not be able to pactcipate n CYTR acbnbes

SPONSOR INFORMATION (please print)

Name of Spansor apenser Lind
Homa Fhone Cell Phone Thuty vvars Phone
CHILD/YOUTH INFORMATION (please print)
Name of Child Y outh Birth Date -
' [Imale [ Female | Envolled in Public School ] Yes [ ] Mo
CHILD'S/YOUTH'S MEDICAL HISTORY (Check all that apply)

1. Any hospialiZzation or operalions T4, Heal siroke or exnausion

7. Alarges to mediane, insecl Ies, 18X of 1000 (DIEaSe explamn reacions) 15. Broken bones oF Sprans

4. Developmert delays/Learning probiems 16, Jointinjunes

4, Cye of wision Problems ((Glassesilantacls) 17 Resincted physical acimaly

5. Bar or heanng probléms 4. Luiabetes

B, soizures of Lonvulsions 18, Lancer

7. Lhzzngss or lanting with exercise 20, Dental

8. Heacaches 21, Menlal Heallh [ssues

0. Head inpury of l055 of CONSGIGUSNEsS 2. Sleep problems

0, MECK of DACK INUTY %3, Behaworal prooicms

11, Asihma of dihicidly Dieathing 24, ALLIALIHD

12. Hearl of DIood pressure proolems 2. ﬁcmgn shn coloralions (o.g.. buthmarks)

13, Chest pain vl exercise 26 Other problems

If ary apply. please explain

Iz the childfyouth enrolled in Exceplicnal Family Member Program?® (Specity | Has your child been seen by a Health Care prowger regarding Ihew Special
what branch of Service) [ [ves [ | No Meed wilkin the last year? “Ives [ ] no

Dees the childipouth have engoing medical concerns? (If Yes, explan
circumslances and current slalus)

Does the childiyouth have amy special needsiconsiderations (includng
religlausicuiturali? [ veg [':— Mo

* If tnere are special considerations, a Health Screening Tool for Inclusion D v M w
Action Team wall need o be completed by the healthcare provider e | o

PHYSICAL EXAMINATION (To be completed by Health Care Provider)(May attach last physical if within last 12 !'n-::ll"ﬂi'la.;mI

Height | weight: B3 | HR:
Formal | Abnormal 1) Normal | Abnormal A

1. Eyes 8, ChestUAbdomen
2. ENT 4, Gendala

3. Heanng 10, Skin

4. MouthiTeeth 11, Lymphalic

. MNEeCK 12, Spne

&. Cardiovascular 13, Exlremilies
[~ Mespwalory 14._Neurological

Based on this examination, the ‘olicwing abnarmalities were found ard may need trealment

Immmuiahdns ane curment and up to dabe E V:;E Mo (f no, please explam] *A copy of the child youth immsnzasen mJast be grven o CYT=

Child/Y'oush 1% able to paricipate in nodmal CY TP programs? I_I Yes 1 ] HNo {f ro, please explair)

Date ParemiGuardiar Sigrralure Health Care Provider Stamp of Printed Yame & Address

Date Health Care Provider Signature
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U5 Manne Corps Children, Youth & Teen Programs [CYTF) Health Assessmeni

- Health Screening Tool for Inclusion Action Team (IAT) -
REQUIRED ONLY IF THE CHILD/YOUTH HAS SPECIAL NEEDS/CONSIDERATIONS. TO BE COMPLETED BY PARENT AND HEALTH
CARE PROVIDER OR APPROPRIATE SPECIALIST

Identification of Child/Youth Special Need(s) (use provided space to elaborate on the special need)
What special need(s) does the childfyouth have?

AsthmaiReactive Arway Disease [ ] Allergies {other Ihan seasonalialiergic rhinitis) [] Behavisral [] Neurotogleal []
Developmental (e.g. Aulism/PODDelays) [ ] Other {explain) [ ]

Brief summary of (he child sfyouth's needs

MedIcation

Child is on megications related 1o special neegs? [:l Mo || Yes (list medications below and indicate which require adminisirabon dunng child care hours)

For medically diagnosed aflergies, is Epinephring required? l_] Yes D Mo

For other diagnoses, are any emergency medications requwed (e.g. Glucagon, Diastat, Alouteral)? :' Yes D Mo

|l

CURRENT MEDICATIONS INCLUDING EMERGENCY (If more space needed, please attach additional documents)
Mame Dosage Fregquency Curing Child Care

L]

.

Agsistance with activities of daily living? D No Ei Yes (explain) | Dietary modifications? E No L] Yes (explain)

Envirpnmental adaptations {e.g room tempearature, wheelchair acoess)? [:l Mo |:| Yes (explam)

Other conditions/adaptations/mod ficationsirecommendalionsiconcems or comments 10 ensure the child's/youlh's neecs are met? [] Me [ Yes
{specify and explain)

NIA Carry and Self-Administer Authorization (to be completed by health care provider)

[] ves | have instructed this youth in the proper way to use his/her medication. It is my professional opinion that he/she SHOULD
be allowed to camy and self administer his/her medication. This youth has been instructed not to share medications.

| | NO| Itis my professional opinion that this child/youth SHOULD MOT carry or self administer his/ner medication.

For youth who self-administer and camry their own medication(s). the medicalicn MUST accompany the youth at afl times. The options of Stﬁﬁﬂ%"back oy

rescue medications al Ihe program is available. The youth must nol share medications.  Should the youth wiolate these resinclons the privlege of self
medicating will be revoked arﬂ?lh-e youth parents naotified, Youth are raq:n'eﬂ 1o notify s:aff when carrying medication upan check in at CYTP activity.
si

*Rescue medications MUST accompany childrensyouth dunng anry off-sile activties.
Heaith Care Provider or Specialist Signature Date Health Care Provider Stamp of Printed Name & Address
Phone Email

" Early Intervention and Speclal Education PRt 1)
Child has an Individualized Family Service Plan {IFSP), Individualized Ecucaticn Plan {IEP). 504 plan or Behawioral Plan? [ | No [ | Yes

I yes, does ne/she have an aide, skills trainer. or additional assistance? | | No L—-_] Yes

For Special Ed/Early Intervention, is the child currantly seeing a therapist? [ | No [ | Yes

1 undarstand that all reasonable efors wil B made o accommodate all prepedy documanied speaal needs based on IAT determenations. Porentiguardian(s) will ba nobfied o
Eale ACCHTMOIBENS Sannol Do ronorec and mwied 1o alend subsequent meanngs | ackrowledge that CY TR s not responsibée for providing the chldd/youln with senaces hal
wau's by considerad skilled aursng or behaweral, ascupdional. of phy 3ecal iharapy

| understand that this form Tus! b updated annually. of sadien, if thele 15 8 change In congition or need

Parent/Guardan Signature Draee

Office Use Only-Reviewed by CYTP Nurse or Other Designated Personnel

Signature Cawe IAT Meophg date f roquened
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